
Cholesterol lowering margarine may not be useful in healthy fat
modified diet

Editor—A new margarine spread that
reduces intestinal absorption of cholesterol
was launched in the United Kingdom in
April.1 Benecol contains stanol esters
derived from wood pulp. National press
advertisements indicate that it reduces
serum concentrations of low density lipo-
protein cholesterol by an average of 14%
when taken as three servings daily as part of
a healthy diet. This is based on the findings
of a study of mildly hypercholesterolaemic
subjects in North Karelia, Finland.2 During
this study, intake of dietary fat was about
35% of total energy intake and cholesterol
intake above 300 mg per day. A mean reduc-
tion in total cholesterol concentration of
7.4% was achieved after 6 months and of
10.2% after 12 months. Such a 10%
reduction translates into a 13% reduction in
the risk of coronary disease over 10 years,
using the computer program for risk
estimation provided with the new British
guidelines.3

A review of clinical trials with phytoster-
ols found that the serum lipid response
varies widely (reductions in the concentra-
tions of low density lipoprotein cholesterol

of 2-33%) depending on study design,
amount of phytosterol intake, and initial
cholesterol concentration.4 When sitostanol
was used with a low intake of fat (less than
30% of total energy intake) and cholesterol
(less than 200 mg/day) it did not lower chol-
esterol concentration significantly.5 The evi-
dence therefore suggests that this margarine
spread may reduce cholesterol concetntra-
tion in people consuming an average British
diet, but in those following a healthy fat
modified diet this costly product is unlikely
further to reduce lipid concentrations.
Charles van Heyningen Consultant chemical
pathologist
Clinical Laboratories, University Hospital Aintree,
Liverpool L9 7AL
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Diet and the prevention of
cancer

Author’s recommendations are not
justified

Editor—The epidemiological literature jus-
tifies only two of the conclusions that Cum-
mings and Bingham draw in their review
about diet and the prevention of cancer: the
recommendations to avoid (high doses of)
vitamin supplements and mouldy foods.1

Even the cited report of the World Cancer
Research Fund shows that the overall
evidence for dietary recommendations is
weak if one takes into account the more reli-
able data from prospective cohort and inter-
vention studies.2

Cummings and Bingham give an excel-
lent example of publication bias in their sec-
tion on colorectal cancer and red meat: they
cite two prospective studies that support a
role for red meat in colorectal carcinogen-
esis. What they do not mention is that—

beside at least three other studies—five
prospective studies cited in the World
Cancer Research Fund’s report did not find
a significant association with red meat.

It is not yet proved that heterocyclic
amines or N-nitroso compounds definitely
increase rates of colon cancer.3 Bingham
herself has shown that the endogenous pro-
duction of N-nitroso compounds varies
widely between individuals and also
depends on other components of the diet
(for example, resistant starch).4 Recent
research has shown that chicken, which is
often recommended as a healthy substitute
for red meat, can contribute heavily to the
uptake of heterocyclic amines.5

Cummings and Bingham’s statement
that “non-starch polysaccharides (fibre) and
vegetables are established factors that
reduce risk” is also misleading. As is shown
in the World Cancer Research Fund’s
report, none of four prospective cohort
studies on non-starch polysaccharides
showed a significant reducing effect on
colon or rectal cancer.

The protective effect of vegetables is also
far from proved. Of four prospective cohort
studies cited in the World Cancer Research
Fund’s report, one found no effect with
green salad; one found a significant reduc-
tion in risk with rising vegetable consump-
tion only in women; one found an
increasing risk with increasing amounts of
dark green vegetables in men; and one
found no significant effect with any of 15
kinds of vegetables and fruits.

These few examples show that there is
no evidence in the prospective literature for
an upper limit of 140 g of red meat a day,
nor for a general protective effect of fibre or
vegetables. Public interest in cancer preven-
tion is high, and scientists should be careful
with statements or recommendations.
Ulrike Gonder Nutritionist
European Institute of Food and Nutrition Sciences,
D-65239 Hochheim, Germany
ugonder@aol.com
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Whether meat is a risk factor for cancer
remains uncertain

Editor—Meat looks decreasingly likely to
be a direct cause of cancer. Concerned by
the discrepancy between evidence on meat
and cancer and authoritative statements
such as those of Cummings and Bingham,1

last December I chaired a workshop of can-
cer epidemiologists, nutrition experts, and
researchers on the colon from Australia,
New Zealand, and Britain.

We found that since the report by the
Committee on Medical Aspects of Food and
Nutrition Policy2 two more prospective stud-
ies have failed to show an association of
meat intake with colorectal cancer.3 There
are now 12 prospective studies reporting
meat intake and subsequent large bowel
cancer, but in only two was a significant
association found.4 Even in these the associ-
ation was weak (relative risk < 2.0) and seen
only in people with the highest fifth of meat
intake. These two studies come from groups
in the United States.

As well as this accumulation of mostly
negative prospective studies, a multinational
combined report of five follow up studies of
vegetarians and socially matched omnivore
controls (total 76 000 subjects) found the
relative risk of colorectal cancer in the
vegetarians to be 0.99 (indistinguishable from
1.00).5 This is as near as we are likely to get to
randomised controlled trials of meat eating.

Our review concentrated on meat and
large bowel cancer because, as the report of
the Committee on Medical Aspects of Food
concluded, the evidence is weak that lower
intakes of meat would lower the incidences of
breast, lung, prostate, or pancreatic cancer.2

If meat made no positive contribution to
the diet it would be straightforward to warn
that in a minority of subjects in a minority of
epidemiological studies there seemed to be
a small risk of colorectal cancer. But
nutritional advice to the general public can’t
be as simple as this when it concerns one of
the central foods groups of most people.
Meat is the major source of available iron,
vitamin B-12, zinc, and protein in Britain
and most other affluent countries. There is
of course no need to char or heavily brown
meat, poultry, or fish when frying or grilling,
and our workshop recommended not to.

The paper’s conclusions from our work-
shop are published in the European Journal
of Cancer Prevention.6 Our conclusion—that it
remains uncertain whether meat is a risk
factor for cancer—coincides with British
opinions reported last December in the
Sunday Times Magazine.7

A Stewart Truswell Professor of human nutrition
Human Nutrition Unit, University of Sydney,
NSW 2006, Australia
S.Truswell@biochem.usyd.edu.au

Competing interests: Professor Truswell received
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Consumption of oily fish should be
encouraged

Editor—In their review of dietary factors in
the development of cancer Cummings and
Bingham emphasised the importance of life-
style factors in most cancers of the large
bowel, breast, and prostate.1 They failed to
mention the value of fish in the diet; as a
source of n-3 polyunsaturated fatty acids, fish
have been suggested to have a protective
effect in breast and colorectal cancer in
particular.

Ecological studies have suggested a
reduced incidence of breast and colorectal
cancer in those populations consuming
higher proportions of fish.2 3 n-3 Fatty acids
have also been shown to increase the resist-
ance of cultured cells to transformation by
irradiation and transfection in contrast to
the effects of n-6 fatty acids.4 A large rise in
mortality from colorectal and breast cancer
has accompanied the increase in the ratio of
n-6 to n-3 fatty acids in the Japanese diet in
the past 50 years.5

As with most of the dietary advice given
in the review, there is no evidence to confirm
that increasing the proportion of n-3 fatty
acids in the diet will reduce the risk of
cancer. Advice to encourage the consump-
tion of oily fish may, however, be of benefit.
Matthew D Barber Senior house officer
University Department of Surgery, Royal Infirmary
of Edinburgh, Edinburgh EH3 9YW
MDB@srv1.med.ed.ac.uk
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No evidence has linked ovarian cancer
with high intakes of fat and meat

Editor—Cummings and Bingham state that
their review on diet and the prevention of
cancer1 was prompted by reports from the
Committee on Medical Aspects of Food2

and the World Cancer Research Fund.3 In

their otherwise careful review the authors
state that ‘‘high intakes of fat, milk products,
and meat increase risk” of ovarian cancer.

The Committee on Medical Aspects of
Food concluded that “there are too few
studies which have examined the relation-
ship between meat, fat and dairy products
and ovarian cancer to draw conclusions.”2

Likewise, the World Cancer Research Fund
concluded that “the evidence relating milk
consumption and the risk of ovarian cancer
is limited and inconsistent: no judgement is
possible.”3 Both reports cited Engle et al’s
paper as indicating no significant associ-
ation of this cancer with dairy products.4

Thus there is no scientific support for
Cummings and Bingham’s statement, which
was in any case unreferenced. If their review
becomes widely quoted the erroneous
notion that milk products (which many
regard as highly nutritious and acceptable
foods) cause ovarian cancer may become
accepted. Surely this is not something that
responsible nutritionists would want.
M I Gurr Visiting professor in human nutrition,
University of Reading, Reading
Vale View Cottage, St Mary’s, Isles of Scilly
TR21 0NU
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Authors’ reply

Editor—Defining the precise relation
between diet and the risk of cancer is
difficult. There are many cancers, multiple
foods and nutrients, and other confounding
factors such as exercise, smoking, and
alcohol. It is therefore essential to have con-
sistency in the evidence from population
studies, animal and human studies, and the
molecular and cellular pathology of cancer.

The two recent major reviews of diet and
cancer independently showed a large meas-
ure of agreement about food items such as
fruit, vegetables, and meat and the risk of
cancer.1 2 Some of the results used in these
reviews, however, were from epidemiologi-
cal studies, particularly cohort studies, set up
several years ago. Accurate methods for
dietary assessment have only recently been
developed, and earlier crude assessments of
dietary intake, based on short lists of food
and food frequency questionnaires, were
used in most of these studies. These crude
assessments give a substantial degree of
measurement error that is not amenable to
correction.3 Thus, for several reasons, these
epidemiological studies cannot alone form
the basis of recommendations on diet and
cancer.

The Committee on Medical Aspects of
Food concluded that “there is moderately
consistent evidence that diets with less red
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meat are associated with reduced risk of
colorectal cancer” (page 4),1 and the World
Cancer Research Fund concluded that “red
meat probably increases risk” (page 246).2 In
the recent meta-analysis of five cohorts
referred to by Truswell, meat eaters were not
at greater risk of colon cancer than those who
were not meat eaters.4 The amount of meat
consumed by meat eaters was not, however,
established; it may well have been low since
the cohorts were recruited from people who
shopped at health food shops or read
vegetarian magazines, friends and relatives of
vegetarians, and Seventh Day Adventists.

Cancer rates in vegetarians are 41% of
those in the general British population.5

Nevertheless, neither the Committee on
Medical Aspects of Food nor the World
Cancer Research Fund recommended that
no meat should be eaten. The Committee on
Medical Aspects of Food recommended that
intakes should not rise and that consumers
eating more than 140 g a day should
consider a reduction. The World Cancer
Research Fund recommended that individu-
als consume less than 80 g daily.

Barber asks for special mention to be
given to fish and n-3 fatty acids. However,
both the Committee on Medical Aspects of
Food and the World Cancer Research Fund
were unconvinced that either fish or polyun-
saturated acids were protective. Moreover,
selecting individual nutrients, as opposed to
foods, to protect against cancer can be dan-
gerous, as trials of â-carotene and vitamin E
have shown.

Gurr is correct. It was not our intention
to identify dairy products as significant risk
factors for ovarian cancer. In fact, the open-
ing sentence of this part of our review stated
that “the major known risk factors for other
sites are non-dietary.”
John H Cummings Honorary consultant physician
Department of Molecular and Cellular Pathology,
Ninewells Hospital and Medical School, Dundee
DD1 9SY

Sheila A Bingham Head, diet and cancer group
MRC Dunn Human Nutrition Centre, Cambridge
CB2 2DH
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Anomalies occur in
registrations of fetal deaths in
multiple pregnancies
Editor—In a monozygotic monochorionic
multiple pregnancy the fetal death of one
conceptus may have profound consequences,
such as neonatal death, cerebral palsy, and

severe mental disability for the livebirth
co-conceptus. Because of these consequences
the importance of registering a twin fetus
papyraceus has been discussed previously.1–4

A fetal death must be registered if
delivery takes place after 24 weeks’ gestation,
irrespective of the gestational age at the time
of death. When a fetus papyraceus is
delivered it is frequently not registered and
the legal requirement is not met. Further-
more, if it is registered, anomalies in the
registration process have important reper-
cussions for the statistical analysis of data on
multiple pregnancies and for the counselling
of parents.

Firstly, when the sex of the fetus
papyraceus is indeterminate it may be
recorded as such on the fetal death certificate.
Although the sex may be registered as
indeterminate it is always arbitrarily coded as
male in the national statistics. Analysis of all
fetal and infant death certificates of twins in
England and Wales during 1993-5 showed 15
stillbirths registered as sex indeterminate but
coded as sex male.

Secondly, if the sex of a fetus is indeter-
minate some registrars allow the parents to
choose which sex is recorded on the
certificate. This is understandable as the fetus
then assumes a personality and may even be
given a name. The number of registrars who
allow this parental choice of sex, and how
frequently they do so, is not known.

If the twins are monozygotic and mono-
chorionic they must be of like sex, and the
correct recording and coding of the sex
influences the interpretation of the national
statistics. It is also important for the follow
up of the surviving liveborn infant(s) and the
counselling of parents. If the fetal death/
livebirth pair is of unlike sex it greatly
reduces the odds that the surviving liveborn
infant will have serious disability.

These deficiencies in the data are easily
remediable if, at the time of registration of a
fetal death, the registrar notes whether
parental choice has been exercised in regis-
tering the sex of the fetus. Also, if the sex is
registered as indeterminate it should be
coded as such and not arbitrarily designated
as male.
P O D Pharoah Emeritus professor
Department of Public Health, University of
Liverpool, Liverpool L69 3GB
P.O.D.Pharoah@liverpool.ac.uk
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Should immunisation against
hepatitis B take priority over
provision of clean drinking
water?
Editor—The World Health Organisation
has suggested universal immunisation with
hepatitis B vaccine.1 The Indian Academy of
Paediatrics has recommended vaccination to

paediatricians in the country and to the
government; paediatricians have in turn been
recommending it. The cheapest Indian
vaccine costs 360 rupees (£5.21) for three
doses.

The India Development Report 1997
suggests that a third of the population earn
less than 57 rupees (83p) per capita per
month.2 The main causes of death in India
are diarrhoea, respiratory infections, and
malnutrition.

Does the World Health Organisation
really want universal immunisation with
hepatitis B vaccine to take priority over the
provision of clean drinking water? At what
stage of development of a country’s infra-
structure does the prevention of hepatitis B
by vaccination take priority? Is there any
study about this? We would like to be rid of
this vermin, but the Pied Piper must be paid.
Jacob M Puliyel Head
Department of Paediatrics, St Stephen’s Hospital,
Delhi 110054, India
puliyel@del6.vsnl.net.in
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Chlamydia screening can have
high take-up rates if right
methodology is used
Editor—A report by the expert advisory
group to the chief medical officer suggested
that a screening programme in the United
Kingdom for Chlamydia trachomatis should
be based around the opportunistic testing of
women attending primary care and the trac-
ing of their contacts.1 Duncan and Hart dis-
cuss some of the possible negative conse-
quences of this decision.2 There are some
further reasons why the Department of
Health’s stated strategy is a bad idea.

Chlamydia screening has two aims—
reduction of morbidity in individuals, and
interruption of transmission in populations.
Men are at least as important as women in
the dynamics of transmission. Restricting
male participation in screening to that of
traceable contacts makes successful eradica-
tion of chlamydia unlikely. Continued trans-
mission in populations means continued
morbidity in individuals—mostly women.
Some evidence suggests short term benefits
in women screened, irrespective of popula-
tion coverage, although interpretation of
this is problematic.3

Opportunistic testing of women attend-
ing primary care has recently been piloted
in the United Kingdom.4 This study (quoted
in the report to the chief medical officer)
achieved coverage of under 30% among
its target population. The alternative—
systematic, register-based population
screening of both men and women—was
assumed to be unfeasible by the advisory
group. Our experience challenges this
assumption. Taking a random sample of
18-45 year olds from the list of an urban
group practice, we achieved an 83% accept-
ance rate to a postal request for a urine
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specimen to be tested for chlamydia.5 Rates
were not significantly different between men
and women or across five year age bands.

Our greater response rate may be due to
differences in target population, but meth-
odological factors are probably also impor-
tant. A practitioner and patient already have
enough to cover in a typical consultation
without attempts being made to introduce a
new screening agenda. Raising these issues
at home has advantages of time and privacy,
gives opportunities to provide supporting
information, and does not require attend-
ance at a health facility.

If the low response in the north London
study is repeated in national pilot studies
using similar methodology then few indi-
viduals are likely to achieve long term health
benefits and community transmission is
unlikely to be greatly reduced. In other
words, chlamydia screening based on the
advisory group’s model is not only
unhealthy but unlikely to work.
John Macleod Clinical research fellow
Department of General Practice, University of
Birmingham, Birmingham B15 2TT

George Davey Smith Professor of clinical
epidemiology
Department of Social Medicine, University of
Bristol, Bristol BS8 2PR
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Effect of discussion and
deliberation on public’s views
of priority setting

More data are needed for readers to
make judgment about study

Editor—Dolan et al conclude that people’s
views on setting priorities differ systemati-
cally when they have been given the oppor-
tunity to discuss and deliberate, yet they
present data that show the stability of the
public’s opinions.1 After discussion more
than half of the respondents (52%) did not
change their minds about who should be
involved in priority setting. A further 40%
shifted only one point on a five-point scale,
which was aggregated to three points,
suggesting that the scale discriminated
poorly between different preferences. When
the participants considered which groups
should be proritised 63% did not change
their minds and, overall, only two groups
were prioritised differently the second time.

The assumption that respondents to
questionnaire surveys fail to consider their
replies carefully underlies this study, though
we are not aware of any evidence to support
this. The authors also present no data to

support the implication that the second,
more considered, responses have greater
validity. Academic training may affirm the
belief that decisions should be pondered
over, but an instinctive view on what is right
and wrong may reflect the values of society
and be appropriate for priority setting.

The theoretical framework used for the
authors’ sample selection is not presented in
the paper, although they do give a descrip-
tion of the respondents in table 1, including
their political allegiance. They do not explain,
however, why these characteristics were
important to the study. Others are not
included but seem to us to be relevant—for
example, occupation and family or personal
history of handicap or chronic disease.

Data from the focus groups should have
been presented, as otherwise we cannot
know if the content of the discussion
influenced the small number of people who
changed their minds and the results lose
both validity and generalisability. The possi-
bility of bias being introduced by the facilita-
tor has also not been addressed, and the
participants’ understanding of some of the
terms used was not explored. For example,
in the second survey, more participants
wanted to discriminate against people who
were “responsible for their own illnesses” but
fewer people would penalise people who
drank alcohol or smoked.

The results of this study do not justify
the conclusions, and the omission of the
core of the results brings into question the
external and internal validity of the paper.
We applaud the BMJ’s willingness to publish
qualitative research such as the outcome of
focus groups, but should we await the data
from this study in another journal?
Barbara Hanratty Visiting lecturer in public health
medicine
Debbie Lawlor Visiting lecturer in public health
medicine
Nuffield Institute for Health, University of Leeds,
Leeds LS2 9PL
hssbh@leeds.ac.uk
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Authors’ reply

Editor—There is insufficient space for us to
deal with all of Hanratty and Lawlor’s points,
some of which will be discussed further in
forthcoming publications that present the
qualitative results of our study. Instead, we
will focus here on the methodological issue
that lies at the heart of their response—
namely, the relative validity of “instinctive
views” as compared to “considered
responses” about priority setting.

The authors are right that we do not pro-
vide evidence that the latter are more valid
than the former, but then that was not the
intended purpose of the paper. Rather, our
more modest goal was to directly test whether
instinctive and considered views were differ-
ent from one another. If preferences do
change after discussion and deliberation then
the philosophical question about which type
of preferences are most appropriate for

informing priority setting decisions becomes
an important practical one.

Many of the points that Hanratty and
Lawlor make about our results are almost
literally about whether a glass is half-empty
or half-full. For example, the fact that
one-half of respondents did not change
their minds about the degree of involvement
that different groups should have in priority
setting also means, of course, that one-half
of respondents did change their minds. It is
ultimately a matter of judgment as to
whether this is a meaningful difference or
not, but the fact that only four of the 60
respondents gave the same response to all
five groups in this question on both
occasions does cast some doubt on the
stability of preferences.

The debate about how much delibera-
tion should be required of preferences that
might be used to help set priorities in differ-
ent contexts will continue. Instinctive views
have their place, but so do views based on
mature debate. In the context of unfamiliar
and complex decisions about priority setting
in health care, we contend that allowing
respondents the time and opportunity to
discuss their responses will enhance the
legitimacy of those responses.
Paul Dolan Senior lecturer in health economics
University of Sheffield, Sheffield S1 4DA

Richard Cookson Research officer
LSE Health, London School of Economics,
London WC2A 2AE

Brian Ferguson Director of clinical effectiveness
North Yorkshire Health Authority, York YO3 4XF

Probiotics used in trials should
be independently checked
microbiologically
Editor—MacFarlane and Cummings report
on the use of probiotics and prebiotics.1

Strategies to modulate the flora in a benefi-
cial way may help to decrease the use of
antibiotics,2 which has obvious important
advantages. It is essential that properly con-
ducted clinical trials are carried out, but
most of the studies so far reported have
been deficient in many respects.

When setting up a clinical trial with a
conventional (that is, chemical) pharmaceu-
tical agent it is taken for granted that the test
substance is pure and totally defined and
that the doses used are exactly what they
purport to be. This is clearly not, however,
the case when probiotics are on trial.

Bioyoghurts vary widely in the content
and nature of the probiotic bacteria that they
contain,3 and there is no quantitative infor-
mation on their packaging. Probiotic supple-
ments do not always contain the stated
species and quantitatively are often woefully
defective (or even sterile).4 5 It should there-
fore be mandatory when trials of probiotics
are reported that the test substance (bioyo-
ghurt or supplement) contained a well
defined probiotic strain and was independ-
ently checked microbiologically for quality
and quantity at the outset. Furthermore, if
different batches are used (as is likely for trials
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with bioyoghurts) such checks should be
made throughout the study. Only in this way
can evidence based results be obtained that
can be used as guidance for application to
more general situations.
J M T Hamilton-Miller Professor of medical
microbiology
Royal Free and University College Medical School,
London NW3 2PF
j.hamilton-miller@rfhsm.ac.uk

1 MacFarlane GT, Cummings JH. Probiotics and prebiotics:
can regulating the activities of intestinal bacteria benefit
health? BMJ 1999;318:999-1003. (10 April.)

2 Hamilton-Miller JMT. Living in the “post-antibiotic era”:
could the use of probiotics be an effective strategy? Clin
Microbiol Infect 1997;3:2-4.

3 Yoghurt: how healthy is it? Which 1993;Apr:38-41.
4 Hamilton-Miller JMT, Shah S, Smith CT. “Probiotic”

remedies are not what they seem. BMJ 1996;312:55-6.
5 Probiotics—the friendly bacteria. Health Which

1997;Aug:134-5.

Patient education is way to
influence maternal requests for
caesarean section
Editor—The issue of whether women who
decide to have elective caesarean section
should pay for it raises several important
points. That women request elective caesar-
ean section for maternal rather that obstetric
reasons has a considerable cost implication:
at Watford General Hospital it accounted for
at least 38% of all elective deliveries by caesar-
ean section over one year.1 The reasons for
such requests may in part be due to
heightened public awareness and publica-
tions such as the General Medical Council’s
Duties of a Doctor.Points pertinent to the man-
agement of obstetric patients are “Involve the
patient in their management” and “Respect
the patients’ wishes.”

This problem can be addressed in several
ways. One is to decline requests, but this
would run contrary to the recent recommen-
dations of patient choice. Alternatively,
women could be charged for the procedure,2

but how much should be charged? A small
amount is unlikely to dissuade patients and
would not help health service funding. If
patients were charged the full amount (and
the actual cost of an elective caesarean section
is disputed) this might reduce demand but
would lead to ill feeling. Women might resent
being treated in an NHS hospital by NHS
staff but paying for their treatment, which is
against NHS philosophy.

The third way to address the problem is
through patient education—providing infor-
mation on which patients can make informed
choices. The commonest reason for patients
to request an elective caesarean section is that
they decline “trial of scar,” which accounts for
over three fifths of requests.1 Do they decline
trial of scar because they fear that the chances
of vaginal delivery are low or consider it to be
dangerous to their baby or their own health?
Much evidence suggests that a trial of scar
after one previous caesarean section is safe to
both the fetus and the mother, with a high
chance of spontaneous vaginal delivery (85%
in Learman et al’s study).3 The proportion of
intrapartum deaths in 1994-5 that were due
to rupture of a caesarean scar was 3.4%,4 and

only one maternal death was due to rupture
of a caesarean scar in 1994-6.5

With education and information the
patient will still have a choice, but the
number of women requesting elective
caesarean section should fall. Surely this is a
better way of reducing demand than by
imposing financial pressure.
Laurie Montgomery Irvine Consultant obstetrician
and gynaecologist
Watford General Hospital, Watford, Hertfordshire
WD1 8HB

These views are personal and do not necessarily
reflect those of the staff who work in the author’s
department.
1 Jackson NV, Irvine LM. The influence of maternal request

on the elective caesarean section rate. J Obstet Gynaecol
1998;118:115-9.

2 Mackenzie IZ. Should women who elect to have caesarean
sections pay for them? BMJ 1999;318:1070. (17 April.)

3 Learman LA, Evertson LR, Shibalki S. Predictors of repeat
caesarean delivery after trial of labour. Do they exist? J Am
Coll Surg 1996;182:257-62.

4 Confidential enquiries into stillbirths and deaths in infancy. 5th
Report. London: Stationery Office, 1998.

5 Why mothers die. Report on confidential enquiries into maternal
deaths in the United Kingdom 1994-1996. London:
Stationery Office, 1998.

Use of mini-mental state
examination by GPs to
diagnose dementia may be
unnecessary
Editor—We have a critical comment on the
North of England dementia guideline’s
emphasis on the use of cognitive screening
tests such as the mini-mental state examina-
tion by general practitioners.1 We do not
oppose the use of screening tests but
emphasise that in a primary care setting
general practitioners have different and
equally effective means of diagnosing
dementia. To illustrate this we report on an
evaluation study of the diagnostic accuracy
of general practitioners who applied the
Dutch national dementia guideline for
general practitioners.2

In this study a cross sectional compari-
son was conducted between the diagnoses of
a sample of 64 general practitioners and an
outpatient memory clinic in the district of
Nijmegen in the Netherlands. The general
practitioners were recruited by mailing and
were representative of the Dutch population
of general practitioners regarding age, sex,
and practice size.3 A case finding approach
was used, with elderly patients suspected of
having dementia being diagnosed according
to the national guideline and subsequently
referred to the memory clinic. The dementia
guideline held diagnostic criteria of the
Diagnostic Statistical Manual of Mental Disor-
ders4 and comprised 29 diagnostic key
recommendations for a cognitive, physical,
and behavioural examination. A cognitive
screening test such as the mini-mental state
examination was optional. The memory
clinic’s diagnosis acted as a gold standard.
We related the general practitioners’ diag-
nostic accuracy to whether or not they used
the mini-mental state examination.

For the analysis of accuracy, data on 93
patients were available. In 18 cases the mini-
mental state examination was applied. The

average rate of application of the recom-
mendations was 86% (SD 8.6%) and did not
differ between general practitioners who
used the mini-mental state examination and
those who did not (Mann-Whitney U = 683,
P = 0.3). The overall accuracy as expressed
by Cohen’s ê was 0.5, which is moderate. Use
of the mini-mental state examination was
not associated with better diagnostic accu-
racy (Pearson r = 0.04, P = 0.4).

Thus use of the mini-mental state exam-
ination may be unnecessary to diagnose
dementia in general practice when diagnos-
tic recommendations are applied.
Hein van Hout Health scientist
h.vanhout@hsv.kun.nl

Myrra Vernooij-Dassen Senior lecturer
Willibrord Hoefnagels Professor of geriatric
medicine
Richard Grol Professor of general practice
Centre for Quality of Care Research, Department
of General Practice and Social Medicine and
Department of Geriatric Medicine, University of
Nijmegen, Postbox 9101, 6500 HB Nijmegen,
Netherlands

1 Eccles M, Clarke J, Livingstone M, Freemantle N, Mason J.
North of England evidence based guideline development
project: guideline for primary care management of
dementia. BMJ 1998;317:802-8. (19 September.)

2 De Bruyne GM, Meyboom-de Jong B, Muskens JB, Weytens
JTNM, Wind AW. De NHG-standaard dementiesyndroom
[Guideline on dementia of the Dutch College of General
Practitioners]. Huisarts Wetenschap 1991;34:598-607.

3 Harmsen J, Hingstman L. Cijfers uit de registratie van
huisartsen, peiling 1996 [Numbers of the registration of general
practitioners in the Netherlands]. Utrecht: Netherlands
Institute of Primary Health Care, 1996.

4 Diagnostic and Statistical Manual of Mental Disorders. 3rd ed,
revised. Washington, DC: American Psychiatric Associ-
ation, 1987.

Conservative management of
genuine stress incontinence in
women

Study’s flaws may be misleading

Editor—Bø et al’s study comparing the vari-
ous methods used in the conservative
management of genuine stress incontinence
has several flaws, which may mislead readers.1

The study has been described as pragmatic,
reflecting current practice. This view is under-
mined by the instructions to the women in
the vaginal cone and electrical stimulation
groups not to perform pelvic floor exercises
while using their treatments; this does not
reflect current clinical practice. In a prospec-
tive randomised study comparing the efficacy
of pelvic floor exercises in combination with
vaginal cones and pelvic floor exercises alone
the combination of the two treatments was
significantly more efficacious than either
alone.2

In a prospective randomised study com-
paring the efficacy of pelvic floor exercises in
combination with vaginal cones, vaginal
cones alone, and vaginal electrical stimula-
tion alone, again the combination of two
techniques produced greater improvement
in urinary incontinence.3

We are also concerned about the
differing numbers of visits to a therapist for
each group. The pelvic floor exercise group
had weekly visits whereas the other groups
were seen monthly. This would introduce
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bias; Wyman et al proposed that the specific
conservative treatments are not as impor-
tant as having frequent contact with the
patients, with education and counselling.4

Thus the pelvic floor exercise group should
have a better response to treatment owing to
the increased time they had with a therapist.
Vik Khullar Subspecialty trainee in urogynaecology
vkhullar@cwcom.net

Stefano Salvatore Research fellow
John Bidmead Research fellow
Kate Anders Urogynaecology nurse specialist
Linda Cardozo Professor of urogynaecology
Department of Urogynaecology, King’s College
Hospital, London SE5 9RS

1 Bø K, Talseth T, Holme I. Single blind, randomised
controlled trial of pelvic floor exercises, electrical stimula-
tion, vaginal cones, and no treatment in management of
genuine stress incontinence in women. BMJ 1999;318:487-
93. (20 February.)

2 Haken J, Benness C, Cardozo L, Cutner A. A randomised
trial of vaginal cones and pelvic floor exercises in the man-
agement of genuine stress incontinence. Neurourol Urodyn
1991;10:393-4.

3 Wise BG, Haken J, Cardozo L, Wise BG, Plevnik S. A com-
parative study of vaginal cone therapy, cones and Kegel
exercises and maximal electrical stimulation in the
treatment of female genuine stress incontinence. Neurourol
Urodyn 1993;12:436-7.

4 Wyman JF, Fantl JA, McClish DK, Bump RC. Comparative
efficacy of behavioral interventions in the management of
female urinary incontinence. Am J Obstet Gynecol
1998;179:999-1006.

Authors’ reply

Editor—We tried to give the best possible
treatment for all groups within a pragmatic
setting. Thus the electrical stimulation and
vaginal cones groups had 30 and 20 minutes’
training daily, respectively, whereas the exer-
cise group had less than 8-10 minutes’
training. This should favour the electrical
stimulation and vaginal cones groups, and it
is strange that Khullar et al do not mention
this as a flaw. Another flaw that works against
the exercise group is that both the vaginal
cones and electrical stimulation groups had
individual treatment with direct propriocep-
tion to the pelvic floor, while the exercise
group was taught without proprioception.

If the women are contracting simultane-
ously with the current, how can we then
conclude that it is the electrical stimulation
and not the voluntary contraction that gives
the effect? The point of this study was to
evaluate the effect of electrical stimulation
and cones. An interesting hypothesis is
whether contraction simultaneously with
electrical stimulation gives better results
than contraction without. This should be
investigated in a future study. Other studies
have shown no significant additional effect
of adding electrical stimulation to exercise.1

Strong motivation and instruction are
important factors in increasing muscle
strength and part of strength training
regimens. One of the benefits advocated by
manufacturers of vaginal cones and electri-
cal stimulators is that these methods can be
used at home without the therapist, thus
being cheaper. These methods have been
used in this way in the Scandinavian

countries for years. In our study all groups
had the same monthly visits, for motivation,
individual follow up, and contact with the
therapist. The exercise group had weekly
contacts in groups in addition. This may
have enhanced their improvement. This is
the way we teach pelvic floor muscle
exercise, and it is difficult to understand how
this group contact could give such huge dif-
ferences in a provocation test at the office of
a blinded investigator.

Khullar et al give references to their own
work presented as two abstracts. As far as we
can see their results are similar to our
findings. In the first study exercise and vagi-
nal cones did not give significantly different
results. However, the drop out rate in the
vaginal cone group was 25%, and no
intention to treat analysis was performed. In
the second study, adding pelvic floor muscle
exercise to treatment with vaginal cones was
more effective than treatment with vaginal
cones alone.
Kari Bø Exercise scientist
karib@brage.idrettshs.no

Ingar Holme Professor
Norwegian Centre for Physiotherapy Research and
Norwegian University of Sport and Physical
Education, PO Box 4014, Ullevål Stadion, 0806
Oslo, Norway

Trygve Talseth Consultant urologist
National Hospital of Norway, Oslo

1 Knight S, Laycock J, Naylor D. Evaluation of neuromusc-
ular electrical stimulation in the treatment of genuine
stress incontinence. Physiotherapy 1998;84:61-71.

Private medical care surely
benefits NHS indirectly
Editor—In a news article Warden reports
an address given by the shadow health min-
ister outlining the Conservative party’s new
policy on health.1 The article also gives views
on these plans expressed by Professor Chris
Ham, which should be challenged.

If people choose to pay for private medi-
cal care then they are relieving the NHS of
that burden (real or potential). As taxpayers
they are also supporting the NHS. It is surely
inequitable that they should be obliged to pay
for a service that they do not use; moreover if
tax relief were allowed on health insurance
premiums the loss to the Treasury would be
only the amount of tax payable on the insur-
ance premium. For a maximum rate taxpayer,
relief would amount to 40% of the premium;
60% of the premium would still come out of
their taxed income.

It is, I suggest, fundamentally untrue to
suggest that such people are not doing any-
thing for the less well off, as they are
relieving the state, almost totally, of the cost
of any medical care they may need. What
Professor Ham is talking about is not equity
but pure left wing, sting the rich, socialism.
The NHS will remain underfunded just so
long as it is centrally funded as at present,
and thus remains a political football.
C O Lister Retired general practitioner
165 Whitworth Road, Rodbourne Cheney,
Swindon, Wiltshire SN2 3BX

1 Warden J. NHS “cannot cope,” says Tory. BMJ 1999;318:
1028. (17 April.)

Economics of PFI in the NHS
Editor—In his editorial Smith rehearsed all
the old arguments about the private finance
initiative (PFI) in the NHS.1 As he says, these
criticisms are becoming familiar but this
does not mean that they are correct.

I accept that the private sector cannot
borrow as cheaply as the public sector. How-
ever, deals under the private finance
initiative achieve greater value for money
because their increased operational savings
more than outweigh the additional costs of
borrowing. When measured over the life-
time of the contract, every major scheme to
date has cost the same or less than the pub-
licly funded alternative. Furthermore, in
deals under the private finance initiative the
private sector carries the risk of cost
overruns and time delays. In the past these
risks were carried by the taxpayer and could
be sizeable. By contrast, the Norfolk and
Norwich Hospital is months ahead of
schedule and Greenwich Hospital is set to
be built in only 120 weeks.

Smith also asserts that the Scottish
programme “will cost . . . £2bn more” than
the publicly funded alternative, but he does
not seem to have compared like with like.
Schemes in the private finance initiative
include the maintenance and support costs
for facilities throughout the period of the
contract, unlike publicly funded schemes.
Therefore it is not surprising that publicly
funded schemes seem to be less expensive
than their private counterparts.

Does the initiative lead to reduced bed
numbers? The services at any new hospital
are determined by NHS clinicians and man-
agers long before a decision is taken on
whether it should be built using public or
private capital. At Hereford,1 the trust and
health authority agreed that changing
patterns of service delivery meant that fewer
acute beds were needed. This was reflected
in the specification for the new hospital.
Whether it had been procured through
public or private capital, the same number of
beds would have been provided. Figures
published in Hansard show that in almost all
of the first 15 major private finance initiative
schemes the same number of beds would
have been provided if they had been built
with public funding.2 Despite Smith’s sug-
gestion to the contrary, the number of
private beds in these schemes has changed
significantly only in one scheme, at Calder-
dale. The national beds inquiry set up by the
current government will provide a useful
framework for determining local services
and bed numbers in the future.

There are many other issues regarding
the private finance initiative that I will raise
in a future article such as the openness and
accountability of the process and the system
of capital charges in the NHS.
Colin Reeves Director of finance and performance
NHS Executive, Quarry House, Leeds LS2 7UE

1 Smith R. PFI: perfidious financial idiocy. BMJ 1999;319:2-3.
(3 July.)

2 House of Commons Official Report (Hansard) 1999 Feb 2:cols
202-6.
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